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Cyst of the Mastoid Found at Operation. Du. Fiiank H. Knioilt. 

(To be published in a subsequent issue of Tub Lauyncio.scoi'B.,) 
discussion. 

IJn. Funnies said lie had taken the liberty of bringing two x-ray pic¬ 
tures in connection with this case. He had been wondering how Dr. 
Knight would differentiate between a cyst and a large cell, the x-ray 
here showing in all probability a large cell. It also showed the differ¬ 
ence existing normally and anatomically between two niastoids. At 
first, he had thought it necessary to have two pictures taken in order 
to compare the fields and obtain data in regard to the possible involve¬ 
ment of the mastoid, but one could see how little aid would be obtained 
from the right and left niastoids of this patient. This patient had a 
middle ear affection, which cleared up in forty-eight hours, leaving- 
only a little mastoid tenderness which disappeared in a few days; yet 
the picture showed, at the base, at the lower part of the sinus, a dark 
area, indicating either a coll or a cyst. Was there any way in which 
one could determine, prior to operation, which condition it was, or 
had these cysts reported found been found.only at the time of operation? 

Du. Gutt.wan asked if there was any history of trauma in the case, 
to which Dr. Knight replied in the negative. 1-Ie then asked if the 
x-ray man had offered any explanation of the shadow before operation. 

Dr. Knight replied that the radiologist had attempted none, but said 
lie had never before seen a case like it—neither had he himself. It was 
simply noted as a peculiar condition; one could not tell whether it was 
a cyst or not. 

Du. Gi.itt.max said that we cannot rely on x-ray findings in acute pur¬ 
ulent, otitis media as in most of these cases one will find a shadow 
over the mastoid region because there is probably some affection of 
the mastoid in every acute case of purulent otitis media, which will 
cause a shadow over the mastoid bone; but this often clears tip and 
should not be regarded as an indication for a mastoid operation. 

Du. Fuiksxku said that in discussing this case with Dr. Knight he 
had recalled that within five years he had read somewhere a report 
of a case of simple cyst of the mastoid. 1-Ie also happened to be in the 
room when the case was operated upon and had then told Dr. Knight 
that although lie had never before seen such a case he recognized the 
condition ns ho had read about it. 

Referring to Dr. Forbes’ inquiry. Dr. Friesner said there could be 
no argument as to the differentiation between a cyst and a cell; the 
transmission of the rays from a cyst differs very decidedly from that 
of a cell; one never sees a cell with the smoothness of outline that 
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that cavity presented. Mr. Sims knew there was some unusual cavity 
or cavities in that location, though of course he (lid not know the 
nature of these cavities. 

Du. Foimus asked if the idea of an incomplete necrosis had suggested 
itself. 

Dit. Fiiiesnkk said that an examination of the picture would show that 
the boundaries were perfectly smooth, and necrosis would not give such 
an outline; furthermore, there was no evidence of hone disease; ap¬ 
parently the edge was perfectly norma], and then broke off sharply. 

Dn. Foitmcs asked if the idea had suggested itself to any one whether 
there might not be an absorbtion due to necrosis in that area. 

Dit. Knight, replying to Dr. Forbes’ inquiry about the necrosis, said 
there that there must have been some disintegration of bone to have 
given such evidence, but there was apparently no diseased bone, and no 
real necrosis; even the surrounding edges of bone where the dura was 
exposed showed no evidence of necrosis; it was covered with a thin 
membrane; there was a disintegration and absorption of bone tissue but 
no disease of the hone itself. Of course the question of traumatism 
arises in these cases and probably most of them are due to traumatism. 
David Silver had reported a number of cases that had been studied, 
but none of them were in the mastoid. He divided the serous cysts 
into two kinds: those that have either no limiting membrane or else 

a very thin one, and those that have a very thick membaren. S. 

reported a case where the membrane was 5 or C mm. thick. I-Ie claimed 
that these milder cases were probably occasioned by haemorrhages 
due to traumatism; and in the other cases to traumatism preceding 
an osteitis fibrosis. There was no history of traumatism in the case re¬ 
ported tonight. 

No examination of the fluid had been made; it, was apparently an 
ordinary cystic fluid, excepting that that in the larger cavity was stained 
with blood. As soon as the bone tissue was decalcified, Dr. Dwyer 
would report on it. 

Case II, Anomalous Condition Found Secondary to Mastoidectomy. 

Dn. Frank I-I. Knight. 

This patient was a young woman of twenty-three, who presented 
herself at the Manhattan Eye, Ear and Throat Hospital with a running 
ear and a very peculiar condition in the external auditory canal. She 
had had the usual children’s diseases, and at seven years of age had 
an abscess of the ear, operation for which had been refused. At eleven, 
she had been operated upon at the Manhattan, but the record had been 
mislaid. Apparently a radical operation had been performed, but there 
had been a more or less intermittent discharge since. When admitted 
to the hospital the patient had some pain, dizziness, and this discharge. 

On looking into the external auditory canal one can see what looks 
like a vein running from before backward, inward, and upward; one 
might think it was a continuation of the jugular bulb connecting with 
the sinus. The patient’s husband was on the other side, and she wished 
to wait until his return before submitting to an exploratory operation. 
It did not seem probable, however, that it was a vein; it was more 
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likely connective tissue filled with muco-purulent material. By pressure 
some of this material had been squeezed out and the patient claimed 
to have felt better since. 

DISCUSSION. 

Dit. Fkiesner said that it could not possibly be the bulb; it was too 
far forward; it was in the carotid position. He had seen such a condi¬ 
tion before. The tube was very well closed off, the tympanic orifice 
had epidermatized, and there must have been some cicatricial tissue 
in tiie tube itself, and the infection which traveled up the tube could 
not break down the epidermis wall at the tympanic orifice, so that 
it was shut off at the other end as well. You have a collection of fluid 
very much like a mucocele; that is, you have a collection of fluid, orig¬ 
inally muco-pus or pus, shut in at both ends; practically the cicatricial 
tissue at the pharyngeal end of the tube must have closed down behind 
it, and the epidermis layer at the tympanic orifice still held it in place, 
even though there was a minute opening in it. 

Dn. Knight said he agreed with Dr. Friesner that this sac was prob¬ 
ably filled with fluid. Dr. Duel saw the case and thought there might 
have boon a very thorough curetting of the end of the Eustachian tube 
and air blown through the canal had formed this sac. It was evidently 
shut off in some way. There was probably only a small opening there, 
and by pressure the fluid was squeezed out. It had some of the appear¬ 
ance of a vein, but could hardly be that. 

Case II!. Case of Perisinus Abscess Without Involvement of the Mid¬ 
dle Ear. Dit. Frank IT. Knight. 

This patient could not be shown, as she was at Liberty, N. Y. She was 
a child of about fourteen, who had suffered from the usual children's 
diseases. Last December she had an attack of influenza, which laid 
her up in bed for two weeks. On March 3, the family noticed a swell¬ 
ing posteriorly on the mastoid, and she had some pain in the region of 
the ear. The family physician advised that a simple mastoid be per¬ 
formed and she was admitted to the Manhattan Eye and Throat Hos¬ 
pital and operated upon March 10 by the house surgeon, under my di¬ 
rection. The usual incision was made, and as the flap was retracted pus 
exuded under pressure and was pulsating. Underneath, covering the 
sinus, covering the cerebellum, and extending downward well toward the 
bulb were quantities of granulation tissue. The cells were filled with 
pus, but the aditus had only a little fluid. The tissue around the antrum 
was very hard and eburnated; the aditus was very small. The smallest 
probe did not seem to reach the middle car. Another interesting point 
was that there was no apparent infection of the middle ear. The drum was 
practically normal. 

The child went home on March 21, to Liberty, N. Y. 

Da. Ai.hied Kahn said that as he understood the case there was no 
involvement of the middle ear. It was probably not a primary infec¬ 
tion, but doubtless at a previous time it had some connection with the 
middle ear, and having that in mind it would be interesting to know the 
character of the bone. Was the bone hard and eburnated or was it 
cellular? If there had been first a middle ear infection, then mastoid 
involvement, it is interesting to note the pathology of this type of in- 
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lection. The middle ear and mastoid resolved leaving a localized lesion 
over the sinus. It would also be interesting to know the character of 
germ that caused the infection—possibly a streptococcus. If it were a 
case of long standing, there would probably be a history of having had 
middle ear discharge for a long period of time. Were the malleus, incus 
and stapes intact? Were those parts noted? 

Da. Blackwell expressed regret that he had not arrived in time to 
hear the report of the case, and inquired if the patient had had an 
attack of influenza prior to the development of the abscess. Recently 
ho had seen two cases of perisinus abscess and mastoiditis, in which 
the symptoms pointing to the ear appeared only a day or two before 
tbe operation was performed. Naturally, however, there must have been 
a long-standing mastoiditis of low grade intensity of which the patient 
was not aware, as in both instances the degeneration of the mastoid 
was very large. 1-Ie had attributed this low grade type of infection to 
the fact that in each instance the patient had previously suffered from 
an influenza and pneumonia which was followed by general weakening 
with attendant loss of reaction. 

Sub-periostial and even perisinus mastoid abscess associated with a 
dry middle ear is not uncommon. In these patients there is always a 
primary tympanic infection, the drum may or may not rupture, the 
inflammation extends backward into the mastoid, the narrow antrum 
connecting isthmus-like the tympanic cavity with the mastoid cells 
becomes readily blocked by granulation tissue which is soon converted 
into a thick, organized plug completely separating the middle ear from 
the mastoid. The tympanic cavity being separated from the main site 
of infection is thus permitted to undergo resolution and return to nor¬ 
mal, while the inflammation in the mastoid may progress to either a so¬ 
lution of the internal or external table of the skull with a resulting 
epidural or sub-periostial abscess. 

Answering Dr. Kahn, Dr. Knight said that the bone around the an¬ 
trum was hard and eburnated, as though a chronic process had been 
there a long time. The outlines of the malleus were clearly seen. There 
was some sclerosis of the bone, so that it was impossible to see the 
incus. 

It was very interesting to consider how this condition came about. 
There was an attack of influenza in December and the child was laid 
up for two weeks. It was a question whether at that time there was 
not an attack of middle ear infection. Owing to a possible large Eustach¬ 
ian tube the pus may have drained into the throat and so relieved the 
middle ear condition, and yet the infection may have extended through 
the aditus to the antrum and mastoid cells, becoming a chronic process, 
which caused the hard ebonated bone in and about tbe antrum, 
and eventually the infection of the cells and the resulting in the 
perisinous abscess. I believe that in all of these cases there must have 
been primarily a middle ear infection, even though it does not show. 

Paper: Remarks Upon the Treatment of Gunshot Wounds. Gerard 
Hutchison Cox. 

(To be published in a subsequent issue of The Laryngoscope.,) 
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DISCUSSION. 

Dit. Fkiesneu said it was one o£ the most interesting papers he had 
heard in a long while and lie was very sorry that Dr. Neulioff was not 
present to answer some of the questions he would like to ask. 

One of the most interesting points was that in regard to tangential 
wounds. About three years ago he had been called in court as an 
expert after examining a man who had been struck by a large tile that 
fell through a large hole in the ceiling sixteen feet above where he 
stood; the corner grazed his mastoid as he was stooping and he fell 
unconscious. He was in the hospital for several days, and had considera¬ 
ble difficulty in walking when he got up—with a history of vertigo, 
dizziness, and vomiting—as though the blow bad destroyed the laby¬ 
rinth. Yet, surprising to say, he gave evidence of only middle ear 
involvement. Examining him nourologically, a decided weakness was 
noted in the right arm (the injury was to the right mastoid); he had 
a marked ataxia of the right arm, and persistent past-pointing outward 
at the right shoulder, elbow and wrist. In other words, from this tan¬ 
gential wound on the mastoid he gave evidence of serious although 
healed cerebellar lesion on that side. There must have been consid¬ 
erable shattering of the cerebellar tissue or a cerebellar haemorrhage, 
or something of the kind, to cause such a marked disturbance two years 
after his injury. 

The method described of controlling the haemorrhage from the sinus 
was very ingenious. The use of muscle and fascia for this purpose orig¬ 
inated, he believed, with Mr. Ballance of London. 

As to ligaturing, Dr. Friesner said he had studied on the cadaver this 
method of ligating the lateral sinus through small openings in the dura 
and tying it with chromic gut, and felt very proud of it until Dr. 
Dench told him that Mr. Ballance had successfully used it in a case of 
cerebellar abscess. Bourguet also has described this precedure. Since 
that time—within the last two years—Dr. Eagleton and Dr. Page had 
each devised a small instrument for the purpose of controlling bleeding 
from the lateral sinus. 

Dr. Friesner then asked Dr. Cox where the lateral sinus had been 
tied—the sigmoid portion or the lateral portion behind the knee. The 
latter has two fixed points because of which it cannot very well be tied. 
If. Dr. Neuhof tied It at the lateral portion, it would be very interesting. 
The sigmoid portion does not lie between layers of tentorium, but the 
other lies where the tentorium is attached and its edges are triangular 
and lixed. 

Du. Cox replied that it was tied far back and it controlled the bleed¬ 
ing. 

Du. Fkiesneu replied that that was most interesting, and expressed the 
wish that the members of the Section could hear more about this brain 
surgery, particularly in connection with the mastoid, and most of all 
as applied to the lateral sinus. 

Dn. Fomins said that undoubtedly Dr. Neuhof and Dr. Cox could give 
much information, and present many new features in connection with 
their work. In the base hospital quite near the front, where he himself 
had been, many cases would have only a primary dressing and be rushed 
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along In a few hours, and some came to them almost from the operating 
room. In that way he had opportunity of watching many of these 
complicated cases; they showed the necessity of having a specialist, 
even in the evacuation hospitals. One of his friends, an otologist, had 
unfortunately been put to work in an evacuation hospital as an anaes¬ 
thetist, and was able to observe without advising. 

Second, the x-ray pictures. A report came back with a man showing 
a foreign body in the right antrum, and nothing else; this was fluro- 
scopic. To confirm this, an x-ray picture was taken, and the foreign 
body was found in tbe right antrum, but another, more important, was 
found still further back in the mid brain. The point of entrance was in 
the left antrum, the second going through the floor and landing in the 
mid brain. Many of these patients come with multiple wounds; one 
might overlook a foreign body now and then. It might be impossible for 
a neurologist to go over all cases when 200 or 300 patients were coming 
in. There was not much opportunity then for consulting specialists; the 
men in many cases had to go ahead and do the best that was possible 
under the circumstances. 

Dn. ICaiin said that the point that impressed him most after hearing 
this paper was to determine how we could apply this experience the 
men brought from abroad in our every-day practical work. For instance, 
in regard to the dressing of the mastoid wound. We have these cases 
running along anywhere from two or three weeks to six or eight months. 
The treatment with the Carrel-Daltin method is a very marked advance 
over the customary method of dressing wounds. Sometime ago he had 
published a paper in the Medical Record where he described tbe dressing 
of the mastoid by the Carrel-Dakin method. At the time of closing 
the wound, a small opening was left above and below, where rubber 
drainage tubes were inserted; the upper tube was connected with a 
Davidson’s syringe or preferably with a glass jar containing the solu¬ 
tion; the patient was put to bed with the mastoid wound downward on 
a kind of Kelly pad, but smaller, and the solution was allowed to run 
through the wound and into a bucket on the floor. When the patient 
was sitting up, a bag could be used—a funnel-shaped bag, fitting under 
the ear and having a flap which could be pulled up over the mastoid 
dressing, the upper tube running out of the dressing. The wound could 
be irrigated from time to time by connecting the upper tube with the 
syringe. The mastoid wound is closed; it heals up practically like the 
radical operation, excepting that a small opening is left above and at 
the lower angle. This method does away with the necessity of constant 
packing; it keeps the parts clean, and prevents the wound from becoming 
infected. If it were put into general use, it would be better than pack¬ 
ing these cases. 

The method of controlling haemorrhage was very interesting. Some 
time back, in a case of severe bleeding from the sinus, Dr. Dench had 
advised taking a piece of the temporal muscle and putting it in place. 
Dr. Kahn said he had seen him do this twice. 

It would also be interesting to know if, when the mastoid was pierced 
by a bullet, whether they had been able to demonstrate the presence of a 
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bullet in tbe brain tissue and whether the bullet was allowed to remain, 
and if any of these cases recovered when the bullet was actually in the 
brain tissue. 

Da. Blackwell said that in common with the others present he had 
enjoyed so much hearing the paper of Dr. Cocks. He did not believe, 
however, that any striking analogy existed between the treatment of 
gunshot wounds of the mastoid and the wound of that region which 
follows a simple mastoid operation. He was surprised to hear one of the 
gentlemen present recommend in his discussion of Dr. Cock’s paper 
as a routine measure the irrigation of the mastoid wound with Dakin’s 
solution at frequent intervals subsequent to simple mastoidectomy and 
civil practice. He would ask the gentleman in how many cases he had 
practiced the procedure. Dr. Blackwell did not believe in the routine 
irrigation of mastoid wounds in civil practice; furthermore, he would 
be inclined to regard the presence of any marked infection as due to an 
incomplete operation rather than introduced subsequently during the 
process of dressing. 

In reply to Dr. Frieser’s question as to what Dr. Blackwell meant 
by infected mastoid wound, he wished to say that his reference was only 
in a clinical sense and not from a bacteriological standpoint. 

Da. Kahn said that he had irrigated these wonnds in three or four 
casus; they did not break down, and gave good union and healing. They 
looked almost like a radical operation. 

Da. Faiicsxan asked how Dr. Kahn controlled the time of the irriga¬ 
tions. Were cultures made from the wound? 

Dr. Kahn replied that he used the treatment empirically, irrigating 
with a syringe every three or four hours for several weeks; he did not’ 
make any bacteriological tests, but merely irrigated the wounds period¬ 
ically, and the results were very satisfactory. 

Da. Kahn said that when a mastoid wound is packed, even if the 
surgeon is very careful not to let his hand come in contact with it, 
there is often a primary infection and that there is always a certain 
amount of secretion to be carried out of the wound, and in hospital 
practice, clinical work, these wounds almost invariably become infected; 
they break down, form granulation tissue, etc. If the wounds are al¬ 
lowed to close, and irrigated thoroughly, they would granulate up just 
like in a radical operation. 

Dr. Cox, replying to an inquiry about the strength of the solution used, 
said that in this country the Carrel-Dakin treatment is somewhat in 
disfavor because it is not used properly, and also because the solution 
employed is not freshly made. In .France they make it fresh every day 
or every second day; they never use any old solution. The practice of 
some hospitals in this country of making up the solution once a week 
is ridiculous and is bringing the treatment into disrepute. If the solu¬ 
tion is used at all, it should be used at full strength, and' not diluted. 
To protect the skin, strips of gauze saturated with vaseline are plastered 
around the area treated. 1-Ie had given up using it in the antrum and 
employs boric solution there, as the chlorine is too irritating when it 
runs into the nose and mouth. 
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The Carrel-Dakin solution was used on the dura and even the brain 
tissue it necessary. In one case it was employed after operation for 
cholesteatoma, sinus thrombosis, brain abscess, and hernia cerebri. In 
another case treated by Captain Neuhof, the patient had a very severe 
head wound of the occipital bone, a large piece of bone being shot away, 
producing a big hernia cerebri. Carrel-Dakin treatment was applied, 
and the man went out cured of the hernia and in good condition. 

One of the audience asked if Dr. Cox had ever employed Usol, a com¬ 
bination of boric acid and calcium chloride, which had been used by the 
British; it was also less irritating to the skin and obviated the use of the 
vaseline-saturated gauze. 

Dr. Cox replied no. 

Dr. Kahn’s technique of allowing the solution to run in through a 
catheter from a little hole in the upper part of the wound and escape 
from another opening below, was very ingenious, but the weak point 
in his technique was that the post-operative treatment does not take 
care of the closing of the mastoid antrum; also the solution should be 
used every two hours, and not every four or five hours. 

The technique finally adopted was to put one tube into the mastoid 
antrum and put one or two more in other parts of the wound, surrounded 
by Dakin gauze, then smear the edges of the skin—the whole area under 
the bandage, with vaseline preparation, or use a vaseline-soaked gauze. 

It was found that the mastoid wounds were not so apt to bleed if the 
Carrel-Dakin solution was not used during the first twenty-four hours. 
In gunshot wounds of other parts of the body, such as the extremities, 
the Dakin solution was used every hour for twenty-four hours, and then 
every two hours. 

Captain Neuhof used tissue graft to control sinus bleeding in seven 
cases, and ligated the sinus in three traumatic cases, and in one sinus 
thrombosis of otitic origin. 

The Carrel-Dakin treatment was used exclusively in the Presbyterian 
Hospital Unit for practically all suppurative wounds, with remarkably 
gratifying results. 


May Oth, 1010. 

Outlines of a New Instrument to Be Used in Skin Grafting in the Radical 
Mastoid Cavity. Du. Ai.fui'.u Kaiix. 

The object of the instrument is to overcome the difficulty in getting 
the skin off the slide and into the cavity where it is to be spread. The 
graft usually rolls up and is difficult to manage. The object is to ob¬ 
viate those difficulties and also to facilitate the placing of a secondary 
graft in a radical cavity after the posterior wound is closed. Instead 
of opening the posterior wound, with this instrument a graft can he in¬ 
serted through the external auditory canal. 

The technique of graft placing is to place the graft on the slide and 
then to work it off with a "teaser,” the assistant pushing it along to 
where it is needed; after that the graft is elevated and a little suction 
places it firmly in the cavity. 
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This little instrument is n roll, four sides of which are grooved. The 
graft is placed upon the notched slide, and the next, object is to get it 
on the rod and place it into the cavity, alter which it is spread with the 
teaser, the skin on the rod meanwhile is held firmly in place. The little 
spicules at the top hold the graft firmly in place. It is held by the 
handle in the IcfL hand, then the rod is brought up and released. 


discussion. ' 

Dii. IjKSIIiuu: asked if there was any possibility of tearing the graft, 
and Dr. Kahn replied in the negative. Of course it has to be handled 
very carefully, otherwise one might button-hole it. 

A Case of Otitic Brain Abscess. Da. John Guttman. 

discussion. 

Dn. Dan/tukii asked which side was infected and said that Dr. Guttman 
stated that when the dura was exposed pus exuded. If that was due to 
a brain abscess, there must have been a fistula at the time of the second 
operation. 

Dii. Dksiiuiii-; asked if Dr. Guttman found a stalk leading from the ear. 

Dn. Guttman said that he did not find the opening in the dura. The 
opening was in the bone; the pus was simply lying on the dura, and there¬ 
fore he considered the case an epidural abscess. 

Dn. Blackwell asked if the opening was in the logmen lympani or the 
legmen antri, or in both. Was the dehiscence in the roof largo enough 
to Include the roof of both regions? 

Dii. Guttmann replied that it was very small; that the fistula was in 
the region of the legmen antri. 

Perisinus and Epidural Mastoid Abscess Subsequent to Influenza. Two 
Cases. Dn. II. B. Blackwell. 

(To appear in a subsequent issue of Tiie LaiiynikiscoclJ 
discussion. 

Dii. Mays said he did not think this report should be allowed to pass 
without some remarks. In the first place, Dr. Blackwell entitled his 
cases correctly by saying they were subsequent to influenza. That dimin¬ 
ished the resistance of the patients. The same condition might have 
occurred after any severe illness, such as these patients had. 

Remarking about the cases going on in a more or less quiescent way, 
Dr. Hays said that some five or six years ago he had reported some cases 
under the title of latent mastoiditis. The patients had little or no tem¬ 
perature and complained of nothing excepting deafness and the discharge 
from the ear. In all these cases when you do operate you find a com¬ 
plete destruction of the mastoid process. Dr. Hays said that recently it 
had occurred to him that these cases might be compared to cases of 
acute appendix that go on to the gangrenous stage; when all the pressure 
is relieved by the total destruction of bone, if the drainage is good the 
patients complain of very little pain or tenderness, and yet the condition 
goes on to epidural or perisinus abscess. Of course in the abdominal 
cavity the condition is not the same, for there is a possibility of rupture 
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into the peritoneum in n short time. The tissues are not so resistant 
ns in the mastoid cavity. Every one comes up against these infections. 
The reason staphylococcus aureus is found so often in cultures is because 
II overgrows oilier bacteria. It. was surprising that there wore so few 
car cases in the fall epidemic of “Flu" over here and abroad. We arc 
probably seeing more of the infection today, and indeed the fact that 
there have been so few would seem to indicate that, the "tin" is not. Iho 
ordinary influenza. 

So far as the operative technique is concerned, Or. Blackwell's tech¬ 
nique is almost, too perfect.. Sometimes we do not, let. nature do enough. 
When we have an acute process and have cleaned out the antrum and 
mastoid, the middle ear and attic can very well lake care of themselves. 
Of course the healing process will be hotter for the thorough cleaning 
out, but often this is done at. the expense of the hearing later on. Hr. 
Hays said that in doing a mastoid operation he is satisfied In thoroughly 
clean out. the mastoid and antrum and let. the healing take care of itself, 
for the discharge will drain out. through the antrum either through the 
Inrep Incision in the drum or through the mastoid cavity. 

tin. Koi’ktsky said ho was inclined to agree with Dr. Hays’ remarks 
in regard to the classification of these cases rather than to assign any 
direct, sequence between the infection that these patients developed two 
or three weeks after the influenza. They simply showed the usual typical 
history of cases which developed after a debilitating disease. 

In regard to the capsulatus infection, absence of pain was a common ob¬ 
servation; that is why the capsulatus infection is so dangerous. It. is 
well known that in epidural abscess—if it does not absolutely cause pres¬ 
sure—the symptoms very often escape attention; the majority of them 
are discovered on the operating table. The debility which these patients 
suffered in the general infection should have had something to do in 
placing the indications for operative procedure. A patient who has had 
a general debilitating disease prior to coming under observation should 
lie operated upon sooner than otherwise; in these one should not. wait 
for a stormy picture as an operative indication. 

Dr. Kopotsky said that although Dr. Blackwell had had wonderful 
success for a mini her of years in treating those cases, a recent, reading 
of the doctor's paper presented before the Tri-logieal Society in 1017 had 
confirmed his own opinion held then that, the mucous membrane of the 
aditus, though it may be considerably swollen and thickened, will, if let 
alone, return to its normal condition, leaving an aditus more nearly 
approaching the normal. Unless the aditus is distinctly involved, by 
leaving the membrane alone one has, post-operatively, an aditus which is 
normal, with ossicles functionating in an air cavity. Dr. Kopetsky said, 
further, that lie had never been able to understand how when the gran¬ 
ulations start to grow Dr. Blackwell prevents them from impinging on 
the ossicles; nor could ho understand how after such treatment the ear 
could function as well as with a normal cavity filled with air; and while 
all recognize that in Dr. Blackwell’s hands this procedure has given ex¬ 
cellent results, until better reasons submitted for its employment, based 
more particularly on the pathological conditions in the ear and the post¬ 
operative results, it should not bo generally adopted nor the question al- 
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lowed to pass without registering these objections, which have never yet 
been answered. 

Dn. Fhiesxeii said that the discussion of the technique was overshadow¬ 
ing I lie report of the cases. Each year we see more of these cases of 
latent mastoiditis, and this year lias been particularly fraught with them. 
Why this is we do not know. Dr. Friesner said that lie did not consider 
Hie cases of acute otitis media with a profuse discharge a latent mas¬ 
toiditis. In the months of January and February he saw seven cases 
of perisinus abscess in which the middle ear had never discharged. For 
one man with a limited service to see so many such cases was surely 
unusual. Almost all of these cases began with influenza, one as early as 
September, continued for two months with pain but no discharge from tile 
ear. It would seem that influenza itself cannot account for this pecu¬ 
liarity. So far as the invading organism was found, in most of the 
cases it was streptococcus haemolytieus. That we have seen in former 
years. One fact would seem to stand ouL very clearly. Most of them 
have been seen and operated on late in the season, after the severe 
weather ceased. It may be that this past winter, having been partic¬ 
ularly mild, might have influenced these cases either by lowering the 
resistance of the individual or by some influence on the invading organ¬ 
ism. One feature that was peculiar in the cases just referred to was 
Hint in operating there was found a very firm fibrous plug occluding the 
aditus in all of them. The speaker said he did not recall ever having 
before seen so frequently such a peculiar anatomical structure in the 
mastoid. 

Du. Bi.ackwiji.i. said he could not understand how anyone could say 
that there was no connection between the attacks of influenza and the 
aural infection. In one case the ear symptoms first appeared while the 
patient was still suffering from influenza pneumonia and in the other 
two immediately after tiie acute manifestations of that disease had sub¬ 
sided. He attributed the absence of initial pain so noticeable in two 
patients to the marked loss of general vitality and resistance so charac¬ 
teristic of influenza and not to the capsulatus infection which was only 
present in one case. In his own experience during the initial stage of 
an acute otitis media and mastoiditis there is quite as much pain in 
capsulatus infection as in others. 

Dn. Hays had referred to a certain class of subacute mastoiditis which 
lie terms latent mastoiditis and which is characterized by very little pain 
or other symptoms. It is a matter of common observation that patients 
with mastoiditis If unoperated upon and allowed to pass into a state of 
subacute mastoid inflammation all become latent, in that the pain prac¬ 
tically ceases and there usually is little if any constitutional reaction. 
It was difficult for him to see the surgical value of an analogy between 
this so-called latent mastoiditis and a walled off appendicular abscess. 
Middle ear and mastoid abscesses differ from all other abscesses in the 
body in that there is constantly present the external auditory canal, a 
bony channel, whose lumen is fixed in size and along which pus, can 
escape with comparative freedom. Referring to the criticism of the func¬ 
tional results obtained after cleaning out the attic, Dr. Blackwell said 
that they were chiefly theoretical. He said that he had always tested 
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the hearing of these patients after recovery, a great many had been pre¬ 
sented at previous Section meetings, ft was his conviction that in none 
was there any impairment of function as the result of curetting the 
attic free of inflammatory products. 

Dit. Finns mc it had spoken of finding a fiibrinous plug blocking the 
antrum region in cases of subacute mastoiditis associated with dry canal. 
Ur. Blackwell said that this condition was not uncommon, as granu¬ 
lations readily form and inflammatory exudate easily accumulates in this 
narrow isthmus-like region. The combined mass may become organized 
into a thick fibrinous plug, partially or completely sealing off the mastoid 
from the middle ear. Under these circumstances the tympanum may 
undergo more or less complete resolution and the canal become dry. The 
mastoid inflammation in the meantime may resolvse or result in the 
formation of a peri-sinus or subperiostinl abscess. 

The Cure of Established Mastoiditis at the Critical Stage by Tonsillo- 
Adenectomy. Presentation of Patients. Du. Otto Gi/xiau. 

discussion. 

Dn. Daxkiukk said that Dr. Glogau bad simply stated Lhat the proced¬ 
ure of removal of tonsils and adenoids was curative “established mas¬ 
toiditis.’’ Sometimes that means very little and sometimes very much. 
Mastoiditis is not a uniform pathological condition; sometimes it means 
inflammation of the mastoid cells, without any affection of a bone; another 
case might have destruction of the bone, accumulation of pus, etc. Dr. 
Glogau had quoted from a paper read by the speaker some IS years 
ago; and his points hold good today. If we have an acute otitis and 
mastoid tenderness, that does not mean that the mastoid process must 
be opened, for there is still a chance that it may become normal again; 
but if the pressure in the mastoid has been such that trophic changes and 
destruction of bone have occurred, or if there is a septic temperature, 
then certainly it is not a case to be treated by the removal of the tonsils 
and adenoids. If we have to deal - with an O. or a p. complicating air 
omits liberal infection. We must consider not only tbe condition of the 
ear, but the whole condition of the patient, it is not good surgery to 
scrape around an infected area, when we do not. know what kind 
of bacteria are there. Naturally all know that in subacute 
cases with adenoids it is advisable to remove the adenoids, but one should 
always be very careful not to meddle with the throat in cases of acute 
inflammation. Every one knows of cases of acute sepsis caused by 
such treatment. 

Du. Hays said that lie had the .greatest respect for Dr. Glogau’s ability, 
and had no intention of making any reflections on him personally, but 
if he were to take up the paper step by step he would diasgree with 
almost every step mentioned, .'n ills opinion such a paper was extremely 
pernicious and would do a great deal of harm if published and read by 
those who are not aware of the seriousness of mastoids as do tbe special¬ 
ists. Every one knows that tonsils and adenoids may be the cause of 
extreme infections and should be removed in many instances, and yet 
doubtless all have seen these cases where the tonsils and adenoids had 
been removed. We are dealing with an acute condition in which many 
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times the conservative thing to do is the mastoid operation. In the chil¬ 
dren where we see the smallest number of symptoms we must be guided 
by the objective signs, and often tiie mastoid operation is the conserva¬ 
tive procedure.- A most important point in the whole tiling is that the 
eases cited by Dr. Glogau had been observed for only a few months, and 
for a supposed mastoiditis and a cerebellar abscess. The man lias not 
made up his mind definitely that the child had a cerebellar abscess, but 
thought an exploratory operation would be necessary. Several weeks 
before the child had measles and some sort of sore throat, probably 
diphtheria, though that had not been suspected at the time. The child 
was a six year-old boy, and when seen looked quite well, had no headache, no 
vomiting, and his temperature and pulse were normal. He had, however, 
a complete paralysis of the hypoglossal nerves and a marked ataxia in 
botli legs, and had also nystagmus. For three or four weeks he had had 
a discharge front the middle ear. The mastoid was not tender nor was 
tiie discharge profuse. Dr. Friesnor said lie felt that if the child had any 
intracranial complications such as would cause these bulbar symptoms, lie 
would certainly have had headache and some disturbance of the vital 
centers, some respiratory disturbance, disturbance of the pulse ratio, etc. 
Me therefore kept the child under observation for several days, and then 
asked the surgeon to remove the adenoids and tonsils, noL because of 
a mastoid condition but because lie thougliL that the discharge from the 
ear was being kept up by the tonsils and adenoids, which, however, were 
not very large. Some little difficulty was experienced in inducing him 
to remove them tor fear of some bulbar complication which might cause 
cessation of respiration, but lie finally did so. The middle ear cleared 
up very promptly. One might say that this child had a mastoid and a 
cerebellar abscess that were cured by the tonsillectomy, but he certainly 
did not have a cerebellar abscess. 

Dr. Friesnor said that in liis mind mastoiditis meant operative mastoid¬ 
itis, and lie did not believe that operative mastoiditis could be cured bjj 
tonsillectomy or adenectorny, any more than a cerebellar abscess could 
be cured by such a procedure. 

Dn. Koi'ktsky said that the discussion of Dr. Glogau’s paper really 
resolved itself into a differentiation of terms. What do you mean by 
mastoiditis? Again, you cannot get away from tiie pathological premises. 
They are lixed; most of them are proved. Every lime the middle ear 
is involved, the cells of tiie mastoid process are also involved. That has 
been proved not only by post mortems, but by the x-ray. These are not 
cases which most of us would submit to a mastoidectomy; yet they are 
cases in 'which the clinical symptoms might disappear under a ton¬ 
sillectomy, but lie who would do a tonsillectomy, hoping to cure a case 
which presented a symptom of thrombus of the mastoid would be taking 
tremendous chances, lie may go in later and remove the thrombus, 
but lie is taking chances which lie is not justified in doing. The essayist 
bud laid stress on tiie danger from the Eustachian tube. In how many 

of li is cases did lie prove.that the drainage is better after operation 

upon the tonsils and adenoids? In children, the tube is usually patent; 
it is short, straight, not yet tortuous, not yet collapsed. The adenoid tis¬ 
sue will not block the orifice, and if there was tremendous drainage from 
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the pharyngeal orifice of the tube, he ought to be able to demonstrate it. 
Neither had lie observed the cases long enough to study the question 
of recurrence: He had spoken of the protective action of Nature. That 
is well and good; but in a given case what proof has ho that that pro¬ 
tective barrier will be thrown out? The analogy presented between the 
removal of the turbinated bone at the base of an abscess in the ethmoid 
region to cause drainage and the removal of the tonsil or adenoid and the 
distal end of a tube connecting with an abscess laterally, was not well 
chosen; then the conclusions were 110 L correct. One could, as Dr. Hays 
had said, take the paper paragraph by paragraph and spend the entire 
evening discussing it, buL not much could lie accomplished by it. All 
had really been said when the paper was criticised as not being one proper 
to send out before the .general profession. 

Dr. Glogau’s action in bringing it before the members of Llie Section 
for discussion and criticism was praiseworthy and he should lie given 
credit for his observations, lie might well keep these cases under ob¬ 
servation for another season and then report upon them and meet the 
objections that have been raised, and determine whether or not the light 
has been carried further for all. If was doubtful whether Lhe most con¬ 
servative would at present accept the postulates presented in this paper. 
The doctor should make a clearer definition of what he considers the 
operative type of mastoiditis. A number of other things might lie said, 
but the consensus of opinion in this discussion is sufficient to show that 
most of those present believe that the doctor is on the wrong track. 

Da. Kahn inquired concerning the range of age of Dr. Glogau’s, patients, 
in his experience, lie preferred classifying cases of 0. M. P. A. in children 
in two classes—(a) a discharging ear with swelling back of ear (sub- 
periostial abscess), (b) a discharging ear with no swelling back of ear. 
The latter class usually cleared up if loft entirely alone. The former 
class were mastoid operative, while the latter class is best handled 
by irrigation and observation. Dr. Kalin did not think the removal 
of tonsils and adenoids benefited these cases so far as operative pro¬ 
cedure was concerned; he was rather inclined to think that the reaction 
and resulting congestion which takes place after the adenoid operation 
would have a tendency to cut off any possible drainage from the Rustach- 
ian tube. Certainly in a case of diphtheria Dr. Glogau would not advo¬ 
cate tlie removal of the tonsils and adenoids, nor at the height of a 
scarlet fever infection; though he might in a mastoid infection, where 
there was a periosteal abscess. Of course he might argue that this was 
a streptococcus infection. 

Da. Kkiinax said he would like to speak a word against the analogy 
Dr. Glogau drew between mastoiditis and sinusitis. It had been his 
own experience that these cases should be undertaken with the greatest 
caution; in the cases whole he had done something insufficient, taking 
off the middle turbinate, etc., the inflammatory reaction had usually 
made the cases worse. He had seen cases of frontal sinuses with con¬ 
siderable discharge of pus, and after the removal of Lhe turbinate the 
tissues swelled up and shut off the drainage. Would not the same ob¬ 
struction take place about the Buclachian tube if adenoctomy were done 
in a critical mastoiditis? All have seen cases in infants where the 



society proceedings. 


445 


crying of flic child produces a discharge of pus through the incision in 
the drum. That, must have meant, that the Eustachian tube was open 
and that, there was drainage through the ear in spite of the fact that, 
the inflammation of I lie middle car was going on to a. mastoid condition. 
The doctor should not take refuge in a definition of terms or to say 
there is no telling whether these eases will eventually develop a sinus 
thrombosis, brain abscess or meningitis. Dr. Hays then cited a case 
seen some time ago with Dr. Dixon; Hie patient had practically no tender¬ 
ness and no sagging, and he could not make up his mind whether to 
operate or not. The x-ray picture showed a cloudy mastoid. She finally 
went to another man, who decided to temporize, and four weeks later 
she was discharged, cured, but. no one knows what may yet. happen in 
llial case in Idle future or in Dr. Glogau's cases. If they are real cases 
of mastoiditis, very possibly they are temporarily cured; but. most, prob¬ 
ably if there is a mastoid condition, it is encapsulated, and the patient 
will probably sooner or later come in with a critical acute condition. 
No one wants to operate upon a child unless it is necessary, but it would 
seem that Dr. Glogau lias started off with the wrong premises. 

Dr. Hays repeated that lie would not speak as lie did were bo not. con¬ 
vinced that the publication of the paper would do a great deal of harm, 
and if lie had been consulted about, it. ho would have advised the doctor 
not to read it. at all. 

Dr. Danziger said that he agreed with Dr. Hays that if Dr. Glogou's 
paper were published in a journal of general medicine it would do a 
great deal of harm, and he should certainly modify it. in some way before 
publishing it. 

Du. PitinsxF.il said that he could not add much to what had been said 
and yet lie had had an experience last summer that might throw some 
light, on the subject. The patient, was a child in the service of another 
otologist, in a Now York institution. It, had been admitted for operation 
Hint we agree except on the definition of terms. He had defined his 
terms pretty strongly; lie said “established mastoiditis” at a critical 
stage, and painted a gloomy picture of a very sick child. 

Du. Hays said that (lie paper was good, with a few corrections. If 
I lie doctor would change the title of the paper to read “The Removal of 
Tonsils and Adenoids for Acute Suppuration from the Ear,” every one 
would agree with much that bad been said. 

Du. Gi.ooaij thanked the members for the kind treatment they had 

accorded him as compared to that given.when he first spoke of 

tlie conservative radical operation, though shortly afterward it was 
accepted with the greatest enthusiasm. I-Ie had presented the paper in 
order to bring out criticism, and had no intention of publishing it in 
a general journal; it was intended to enhance our knowledge. He had 
stated clearly that he bad treated only small children from three to 
four months of age, and they might have gotten well. He was not 
speaking out of the blue sky, but had spent weeks and weeks studying 
ii]) (lie subject. Tt was only an attempt to make a definite distinction. 
In former years we would take out any turbinate, any tonsil. We would 
not think of any modification, but were very radical, and he believed 
it would be so in these cases.that 70 per cent have cleared up 
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without operations. It is just I'or this reason, that we should establish 
tlie indication for operation, that the subject was brought, up. 

Dr. Glogau said lie agreed with many of the .gentlemen who had 
spoken that, it was mainly a question of definition; Dr. Kernun said it. 
was a question of indications. Dr. Glogau said he had made this dis¬ 
tinction, and fell it was safe to wait.and if any suspicious 

symptoms arise, give the child the benefit, of the doubt; but believed 
that, something had been done by previously removing this infected 

Du. Glouait said he certainly would not operate on a case with scarlet 

fever or diphtheria, not only because there are serious.Klelis- 

Loeffler infection. 

This paper was only a. preliminary study, the cases were observed for 
only a short period of time, and lie would make an effort to report, on 
them In the fall. Dr. Glogau said he believed the Section was for the 
purpose of bringing up these conditions and taking up these subjects 
that, may eventually lead to something new. 

n.r.rsTitATiox ok ms mvx child. 

In the first, case.it had been decided that the mastoid should 

be operated upon right away, but. knowing the history of the child 

. That child is now well, and is without, any recurrence, three 

months later. It is like the removal of carcinomatous growths, which 
are reported cured. Perhaps the case will go on for three or four more 
years, and will then have a recurrence. This child may have a recur¬ 
rence. The point made was that if these children are taken in hand 
and submitted to a tentative operation and kept under observation, 
if another operation is required later it can be done immediately. 
Dr. Glogau said he did not think the paper was a discredit to the 
Section, but was food for further thought. Whenever he sees such cases 
now, he removes the tonsils and adenoids right away, and then watches 
the child. In 10 cases, the percentage was 100 per cent. good. 

Dr. Glogau said he did not. claim that every one could he cured by 
a tonsil and adenoid operation, but it was a simple operation that: would 
have to be done later anyhow, and it might accomplish a great deal of 
good. If these children can he saved from a severe operation by a simple 
method, they are entitled to have it tried. 

Du. Glogau said that he meant that these are not yet operative mas¬ 
toid eases. He would look over the paper before sending it out for pub¬ 
lication. The criticism would enable him to define some points differ¬ 
ently. 





